T he mental status examination is a useful tool to assist physicians in differentiating between a variety of systemic conditions, as well as neurologic and psychiatric disorders ranging from delirium and dementia to bipolar disorder and schizophrenia. The examination itself may comprise a few brief observations made during a general patient encounter or a more thorough evaluation by the physician. It also may include the administration of relatively brief standardized tools such as the Mini-Mental State Examination (MMSE) and Mini-Cog. Highly detailed and time-consuming neuropsychological testing is also available, but this is beyond the scope of this article. Culture, native language, level of education, literacy, and social factors such as sleep deprivation, hunger, or other stressors must be taken into account when interpreting the examination, because these factors can affect performance. 1 Language skills of the physician and patient are critical; the patient must be able to understand the questions and communicate his or her answers, and the physician must be able to interpret the examination results. If possible, the mental status examination should occur when the physician is alone with the patient and again in the presence of the patient's friends or family members who can provide more longitudinal insight into problems the patient may be having. The physician should maintain a nonjudgmental, supportive attitude during the encounter. 1 The examination begins with a general assessment of the patient's level of consciousness, appearance, activity, and emotional state.
1,2 Each of these items may be rapidly assessed by a physician in the initial moments of the encounter through history taking and general observation. These findings, combined with a brief memory test, may be all that is needed to ascertain that no pathology is present. 1 If the general assessment does reveal areas of concern, further in-depth investigation is warranted. When a more thorough examination is indicated, it may be separated into two general portions: observations made by the physician about the patient's physical state, and a cognitive evaluation in which the patient's neurologic and psychological functioning is assessed. The cognitive portion involves assessment of 11 different functions: attention, executive functioning, gnosia, language, memory, orientation, praxis, prosody, thought content, thought processes, and visuospatial proficiency. Table 1 provides information about each portion of the examination, as well as differential diagnoses that may be suggested by abnormalities in each area. 
Mental Status Screening Tools
Several brief screening tools can assist physicians in obtaining an objective assessment of mental status. However, some instruments have not been studied for use in the primary care setting; for others, research methods were inconsistent, thereby limiting the ability to generalize findings to certain practice environments. 6 Other screening tools that have been widely researched vary in the time to administer, cognitive skills measured, number of questions, and sensitivity and specificity for dementia or mild cognitive impairment. Table 2 summarizes several instruments studied in the primary care setting. 3, 4, 6 Physician judgment is necessary in selecting the most appropriate tool for an individual patient. No screening tool is diagnostic for any mental status disorder. Although screening may detect cognitive decline or dementia, there is no evidence that screening improves clinical outcomes. 6 As the mainstay of diagnosis, clinical judgment must be based on multiple observations made over time. However, these instruments may be beneficial because they provide an objective, standardized method of evaluating mental status.
According to the National Institute on Aging and the Alzheimer's Association, diagnosis of cognitive impairment and dementia requires a deficit in at least two cognitive or behavioral functions, including learning and information recall, reasoning or task completion, visuospatial proficiency, speech, reading and writing, behavior, and personality. 4 Screening instruments vary in the cognitive and behavioral domains they assess. The most widely researched cognitive 4 A more recent meta-analysis of 108 cohort studies found a sensitivity of 81% (95% CI, 78% to 84%) and specificity of 89% (95% CI, 87% to 91%). 6 The MMSE assesses a wide range of domains, including attention, language, memory, orientation, and visuospatial proficiency. However, it is proprietary and may not be reproduced without a fee, and the patient's education level must be taken into account when interpreting the results.
3,4
The Mini-Cog is a brief (five minutes or less) screening tool that measures executive functioning, memory, and visuospatial proficiency. Estimates of its sensitivity and specificity for dementia vary across studies. However, a recent meta-analysis of cohort studies found a pooled sensitivity of 91% (95% CI, 80% to 96%) and specificity of 86% (95% CI, 74% to 93%). 4 The MiniCog instructs the patient to say three words, engage in a clock drawing task, then repeat the three words. The Mini-Cog is brief, easy to use, and widely available, and it is preferred over the MMSE. However, it demonstrated better performance in patients with dementia compared with those with only mild cognitive impairment, which may account for the variance in sensitivity (76% to 100%) and specificity (54% to 85.2%) in other reviews. 4 
Sample questions/tests Potential diagnoses if abnormal
Repeat "Why are you here?" with multiple inflections (e.g., happy, surprised, excited, angry, sad) and ask patient to identify the emotion Have you ever heard or seen something other people have not?
Have you ever thought about hurting others or getting even with someone who wronged you?
Have you ever thought about hurting yourself? If so, how would you do it?
Have you ever thought the world would be better off without you? The Montreal Cognitive Assessment is a brief (10 minutes or less) screening tool that assesses attention, executive functioning, language, memory, and orientation. It has better performance in assessing patients with mild cognitive impairment compared with the Mini-COG, MMSE, and the revised Addenbrooke's Cognitive Examination (ACE-R), and it is not proprietary. 3, 4 Its pooled sensitivity and specificity in 20 cohort studies were 91% (95% CI, 84% to 95%) and 81% (95% CI, 71% to 81%), respectively. 4 Its content is similar to that of the MMSE, for which it may be substituted, but also consists of visuospatial tasks, naming, and memory trials. 4 The ACE-R is another alternative to the MMSE that is not proprietary. 3, 4 It requires about 20 minutes to administer and assesses attention, executive functioning, language, memory, orientation, and visuospatial proficiency. 4 In 13 studies, this tool had a pooled sensitivity of 92% (95% CI, 90% to 94%) and specificity of 89% (95% CI, 84% to 93%) for dementia. 4 Its content and administration are similar to those of the MMSE, but it requires some additional visuospatial tasks.
Other brief screening tools are available, but they are not covered in detail because of their lack of generalizability, inconsistency in scoring, and paucity of high-quality research regarding their use in the primary care setting. 
Other Diagnostic Testing
Abnormal results from the individual components of the mental status examination can provide important diagnostic clues that can help physicians determine the cause of cognitive problems. However, mental status examination results may not be sufficient to narrow the differential diagnosis, and findings from the history and physical examination, as well as ancillary testing, are usually necessary for a definitive diagnosis.
There are no consensus guidelines to guide diagnostic testing in the setting of an abnormal mental status examination. Therefore, testing is based on clinical judgment. Although extensive testing is generally unnecessary, initial laboratory studies to consider in patients with an abnormal mental status examination include measurement
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Clinical recommendation
Evidence rating Reference
Interpretation of the mental status examination must take into account the patient's native language, education level, and culture.
C 1
Although screening can detect cognitive decline and dementia, there is no evidence that screening improves patient outcomes.
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The 
